Introduction: Every year, more than 6,000 Kenyans die of tobacco related diseases (79 men and 37 women die per week), while more than
Introduction
Tobacco use is one of the leading causes of death globally, accounting directly for nearly 6 million deaths annually and approximately 4% of total disease worldwide-behind only childhood underweight, unsafe sex and blood pressure [1] . It is expected that by 2030, tobacco use will produce the highest burden of premature mortality and disability in the world compared to other health risk factors with low and medium income countries being more affected by this burden than high income countries [2] . In Kenya, every year, more than 6,000 people die of tobacco related diseases, while more than 220,000 children and more than 2,737,000 adults continue to use tobacco each day. Additionally, 79 men and 37 women are killed each week as a result of tobacco use [3] . Kenya suggests that tobacco use is still high when compared to countries in sub-Saharan Africa. GATS data shows that the prevalence rate of smoking in Kenya is high when compared to other African countries with 11.6% or 2.5 million Kenyan adults consuming tobacco (19.1% men and 4.5% female). In Uganda the prevalence rate stands at 7.9% (11.6% men and 4.6% women); Nigeria at 5.6% (10.0% men and 1.0% women); Senegal at 6.0% (11.0% men and 1.2% women) while Cameroun is at 8.9% (13.9% men and 4.3% women) [7] [8] [9] . The economic costs and the implications for the health and quality of life from these relatively high levels of consumption in Kenya are great. The need to strengthen tobacco control efforts is further punctuated by the ever-present tobacco industry who is actively seeking to expand its market in Kenya [10, 11] . In Kenya, 
Data analysis: This paper adopts a logistic regression model
where the dependent variable is a set of binary indicators because either an individual consumes or does not consume tobacco [12, 13] .
The model therefore constructs a binary logistic model to estimate the probability of a binary response based on a set of predictor variables as is seen for equation 1. whether there is multicollinearity between wealth and education and if it exists, incorporate education as part of independent variables and wealth (using asset index in the descriptive). Because this model focuses on socio-economic determinants, it does not include price as part of the independent variables for two reasons. First, the KDHS survey that is used does not collect the prices of cigarettes.
Secondly, the price of cigarettes does not vary significantly across the country in a given cross section because of the uniform taxes employed in the cigarettes. Further, the survey is collected within one period of time so variation as a result to variation in time is not expected. (Table   1 ). Although the prevalence was low compared to men, similar patterns by demographic characteristics were observed. For instance while the consumption of both increases as the respondents get older. However, while the prevalence of smoking increases from 0.07% at 15-19 years, it seems to peak at 0.29% at age 30-34 years before dropping to 0.13% between 35-49 years before peaking at the highest rate recorded at 0.3%. This is different from the prevalence of smokeless tobacco that increases progressively with age from 0.2% at the age of [15] [16] [17] [18] [19] Table 2 displays multivariable results for smoking and smokeless tobacco use stratified by gender.
Results

Determinants of tobacco use:
Results suggest that smoking prevalence among men increases significantly with age with men ≥20 years five to thirteen times likely to smoke. For example, men between 20 years and 30 years are five to nine times more likely to smoke while those between 30 and 54 years are twelve to thirteen times likely to smoke tobacco.
On the other hand, prevalence of Men using smokeless is likely to be between five and eight times for men ≥20 years. The Male smoking prevalence between the singles and those who lived together with a partner was likely to be the same. However, married men were 15% less likely to smoke while those who are divorced, separated or widowed were 1.4 times likely to smoke tobacco.
Results however also suggest that while married men's prevalence of smokeless tobacco was low, those whose who lived with a 
Discussion
Results highlight differences and patterns of tobacco use in Kenya.
Smoking has a bigger magnitude among men than smokeless tobacco. However, both are consistent as the prevalence is considerably more among older men than the younger ones. The same can be said among women though smokeless tobacco use is higher. This is expected because of the addictive nature of tobacco consistent with other findings that conclude that soon after initiation, nicotine addiction makes withdrawal unpleasant and many find themselves regular smokers [14, 15] . Low prevalence among young adults (≤22 years) could also suggest that ban on advertising and increase in tobacco taxes have been effective tools. Older generations have more spending power and have relatively higher prevalence rate because at their time of youth, advertising and branding was allowed making initiation easier. Research shows that initiation usually begins in teenage with tobacco advertisement and other marketing strategies of the industry such as branding leading to tobacco initiation and sustained use among the teenagers [16] [17] [18] . It is also important to note that consumption among women remains low across all regions in Kenya. This is a positive starting point for tobacco control proponents. However, this pattern should not be taken for granted nor ignored. Research has found that the tobacco industry actively targets women as part of their effort to expand their market. Strategies have included manufacturing products specifically targeting women [19, 20] , and marketing tobacco consumption as a symbol of empowerment [21] . In other words, tobacco control efforts must continue to focus on this demographic to prevent a surge consumption. Consumption patterns in the survey follow a logical pattern because educational levels and public awareness are impactful in reducing tobacco use on the more literate population. The results are consistent with a country at the early stages of the tobacco epidemic [22] . High smokeless tobacco use in rural areas with lower incomes is also expected because smokeless tobacco is cheaper and people likely to consume it. Also, the likelihood of having poor and uneducated is higher in rural areas [23, 24] . Further, the findings suggest that perhaps smokers who are poor and uneducated live in rural areas.
Conclusion
Results suggest that tobacco use in Kenya varies socioeconomic, 
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